Two-dimensional echocardiography with color Doppler has been suggested to be the most accurate examination for the detection of a pseudoaneurysm.5 The diagnosis relies on the demonstration of an additional cavity adjacent to the ventricle, with a narrow connection between them. Pulsed or continuous-wave Doppler can show bidirectional flow from and toward the ventricle. Color flow can provide additional information about the direction of the jet, the presence of multiple orifices, and in some cases, it can be the only method to diagnose such a complication.5
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Pseudoaneurysms have a well-recognized propensity to rupture; nevertheless, this complication has not yet been documented in those occurring in the right ventricle. This might be due to the lower pressures in the right ventricle compared with the left, but alternatively, it may be due to the fact that right ventricular pseudoaneurysms are extremely infrequent. Other reported complications are systemic embolism and heart failure.
This presentation of right ventricular pseudoaneurysm, although rare, deserves considerable interest, since it was caused by endomyocardial biopsy. Endomyocardial biopsy is currently a routine procedure for the follow-up of patients who have undergone heart transplantation. It is also widely used for diagnosis of diseases of the heart muscle. The incidence of complications is low, but in case of perforation, assessment of the site of rupture should be carefully performed to rule out a pseudoaneurysm. 
CASE REPORT
A 31-year-old woman, gravida 3 para 2 A abortion 1, presented with abdominal pain, dyspepsia, nausea, and amenorrhea of 3 months' duration. She had been taking oral contraceptives for the past 10 years and had missed two oral contraceptive pills in the prior cycle. She had smoked one pack of cigarettes per day for the past 15 years. A qualitative ,BhCG test result was positive. On pelvic examination, the uterus was normal sized and the left adnexum was tender. Two serum concentrations of OhCG (kit from Abbott Laboratories, Diagnostics Division, Abbott Park, 111) 3 days apart were 47 IU/L and 44 IU/L (negative < 5 IU/L). An ultrasound examination demonstrated an empty uterine cavity and a thin-walled cyst on the left ovary. A dilatation and curettage was performed that revealed no chorionic villi. The persistently mildly elevated serum concentration of /hCG, a tender left adnexum, and an empty uterine cavity suggested the diagnosis of ectopic pregnancy. However, no ectopic pregnancy was identified by laparoscopy, and the clear ovarian cyst was aspirated. Subsequently, weekly 3hCG concentrations were 39, 39, and 36 IU/L. This persistent -elevation was believed to be due to unidentified trophoblastic tissue,9 and she was treated with a single intramuscular dose of methotrexate (50 mg/m2).'0 The ,BhCG concentrations, however, remained elevated (35 to 65 IU/L). A chest radiograph and magnetic resonance imaging of the head with attention to the pituitary gland were normal.
One year following initial presentation, the patient developed a rapidly growing neck mass and was referred to our institution. An immobile, nontender 6X8-cm neck mass that extended from 2 cm above the sternal notch to the left supraclavicular region and a 4X4-cm mass in the right supraclavicular region were palpable. Serum I3hCG level was 146 IU/L. Both the fine-needle aspiration and lymph node biopsy specimen showed that the neoplasm was a poorly differentiated adenocarcinoma with squamous differentiation. Some cytoplasmic vacuoles contained mucin, and some reacted positively with anti-hCG antibody (Fig 1) . Computed tomographic scan of the chest showed extensive adenopathy in the supraclavicular and infraclavicular regions but no easily identifiable parenchymal lung involvement.
The patient received emergent radiation therapy for airway compromise, and the 3hCG concentration decreased to 7 IU/L. She subsequently received four courses of cisplatin and etoposide, and her serum 3hCG concentration fell to less than 3 IU/L.
DISCUSSION
We have described a young women with a fhCGsecreting bronchogenic carcinoma who was initially considered to be pregnant when she presented with a mildly elevated ,BhCG level and secondary amenorrhea. When it became apparent that this was not a pregnancy and the /hCG level remained elevated, a careful and repeated evaluation for bronchogenic carcinoma and other malignancies was not undertaken, resulting in a delay in diagnosis. While secondary amenorrhea and an elevated 3hCG level is a potential presentation of bronchogenic carcinoma in a young woman, to our knowledge, it has not been reported previously.
The bronchogenic carcinoma was proved to be the source of the fhCG production, and this was most likely the cause of the amenorrhea. Immunohistochemical stains of the tumor were positive for 3hCG, and treatment decreased the size of the tumor and concomitantly the circulating 3hCG concentration. The ectopic production of hormones is a well-recognized feature of neoplasms, and these hormones are often valuable tumor markers. 3hCG is a trophoblastic glycoprotein that is normally present during pregnancy and for a few weeks after removal of the placenta. In bronchogenic carcinoma, the incidence of an increased serum concentration of fhCG is about 7 to 21%.3 Therefore, it is predictable that bronchogenic carcinoma may "hormonally" mimic pregnancy and it must be considered in the differential diagnosis of secondary amenorrhea and a persistently elevated 3hCG concentration in the absence of an obvious pregnancy. (Fig 1) . Her symptoms and chest radiograph worsened despite aggressive treatment with f-agonists (nebulized), intravenous steroids, and continuous positive airway pressure by face mask. A computed tomographic (CT) scan of the chest with contrast confirmed the initial chest radiographic finding of unilateral left hyperlucency with retrocardiac mass close to the hilum (Fig  2) 
